Objective-To study the microbial aetiology of genital ulcer disease (GUD) in men. Design-Microbiological and clinical assessment of genital ulcers in men.
Introduction
Genital ulcer disease (GUD) is a frequent problem amongst men attending the City Health sexually transmitted diseases (STD) clinic, King Edward VIII Hospital, Durban. Approximately 6000 men with GUD are seen per annum. In a microbiological study ofmen The distinction between the various causes of small ulcers was difficult. Features suggestive of chancroid rather than herpes genitalis were: larger diameter and fewer ulcers. In Nairobi, chancroid is a risk factor for HIV infection4 but locally HSV carries a greater risk. '9 In the absence of effective cheap antiviral therapy, antimicrobial treatment for chancroid may be justified in all patients with small ulcers and an indeterminate aetiological diagnosis.
LGV was diagnosed in 6% in this study which is greater than 1% in Durban in 1984, but less than 13% in nearby Swaziland20 or 17% in Carltonville, South Africa.2' Possible contamination of ulcers with secretions from chlamydial urethritis was unlikely given that none of those diagnosed with LGV had evidence of urethral discharge. Other more accurate methods for the detection of C trachomatis infection, that is, by culture and serology (micro-immunofluorescence) were unavailable to us and the true prevalence of LGV was probably underestimated in this study.
Ulcers from which no recognised pathogens were detected tended to be small. Sixteen of 24 were diagnosed clinically as chancroid or genital herpes. A failure to detect these organisms in significant numbers of patients in endemic areas is not unusual. Donovanosis was the likely diagnosis in three men and biopsy with histological examination may be required for the detection of Donovan bodies in early or small lesions. Practical difficulties in obtaining specimens in the confines of a busy clinic precluded this procedure in our study. N gonorrhoeae was isolated from the ulcers and urethra of three men in this group, all with chancroid as the first choice clinical diagnosis, making self contamination likely.
Clinical signs were unhelpful in distinguishing between single and mixed infections. Syphilis was present in 13 of 14 heterosexual HIV epidemic in South Africa has evolved southward from Central and Eastern Africa and circumcision in certain male tribal groups may have protected against the rapid spread of HIV infection in northern areas of South Africa where the prevalence of HIV-1 seropositivity is less than in Natal where circumcision is uncommon amongst Zulus. Circumcision could be promoted and perhaps performed by traditional healers who have not so far assumed a significant role in addressing the HIV problem.
The control of STD and GUD in the local population, many of whom live in squatter camps with poor sanitation, presents a major challenge to public health authorities. Liaison between doctors, epidemiologists, social scientists, laboratory workers, inyangas and indunas (tribal headmen) could dispel many of the myths that have grown around STDs and AIDS in this community and thereby contribute towards decreasing the prevalence of GUD and limiting the spread of HIV.
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